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INTRODUCTION:  An  internal  hernia  is the  herniation  of  an  intestinal  segment  into  an  intra-peritoneal
fossa,  is  an  uncommon  cause  for  intestinal  obstruction  and  is difﬁcult  to diagnose  preoperatively.
PRESENTATION OF  CASE:  We  report  a male  patient  19  years  old presenting  with  acute  abdomen  due  to  available online 7 July 2012
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DISCUSSION: The  paraduodenal  hernias  are  more  common  in  males  (M:F  ratio  3:1). The  average  age  at
diagnosis  is 38.5  years  clinically  presenting  with  chronic  intermittent  post-parandial  abdominal  pain.  An
accurate  incidence  of paraduodenal  hernias  in infancy  and  childhood  is unknown,  but is quite  rare.
CONCLUSION: Internal  complicated  hernias  are  difﬁcult  to  diagnose  and  once  discovered  intra-operative
anatomical  variations  are  present  with  special  attribution  to the  management  of  the hernia  sac.
gical© 2012 Sur
. Introduction
Heinrich Wilhelm Gottfried Waldeyer-Hartz, German
natomist, born October 6, 1836, Hehlenan der Weser, Braun-
chweig, died January 23, 1921, Berlin.
Internal hernias mean herniation of a segment of intestine
nto an intraperitoneal fossa, are uncommon causes of intestinal
bstruction and difﬁcult to diagnose preoperatively.1
We  report a case of 19 years old male presenting with acute
bdomen due to strangulated Waldayer’s hernia.
. Case presentation
A  male patient, 19 years old presented to the emergency depart-
ent with diffuse acute abdominal colicky pain for 3 days, with
bsolute constipation, bilious vomiting and abdominal distention,
ith history of similar mild on & off attacks three times in the last
wo months. The patient was feverish 39, tachycardic 120/min,
lood pressure 100/70. Local examination revealed abdominal
istention with limitation of the abdominal movements, no evi-
ence of external hernias or scars of previous operations. Diffuse
bdominal tenderness, rebound tenderness and board like rigid-
ty, hyper-resonance abdomen with no clinical evidence of free
ntraperitoneal ﬂuid collection. The abdomen was dead silent
n auscultation and empty rectum on P/R examination. WBCs
20,000), plain X-ray abdomen erect revealed multiple air ﬂuid
evels.Urgent midline exploration was done and revealed strangulated
oops of intestine in a sac to the right side of superior mesen-
eric artery in the mesenterico-parietal fossa so diagnosis of right
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paraduodenal internal hernia (Waldayer’s hernia) came to our
senior staff mind.
Strangulation spared only the proximal 30 cm of the jejunum
and the distal 5 cm of the ileum, resection of the gangrenous
bowel was done after excision of the sac and closure of the defect
and performing a right hemicolectomy with jejuno-transverse
anastomosis. The patient had smooth postoperative course with
stabilization of his vital signs and started oral intake on the 3rd
postoperative day as usual, and the patient was discharged on the
6th postoperative day (Figs. 1–4).
3. Discussion
Internal hernias are uncommon cause of intestinal obstruction
that are difﬁcult to be diagnosed preoperatively. Internal abdom-
inal hernias are deﬁned as the herniation of a viscus through an
intraperitoneal oriﬁce or aperture within the conﬁnes of the peri-
toneal cavity. Incidence has been variably reported to be 1–2%.2
The hernias may  be discovered as incidental ﬁndings at the time
of laprotomy or autopsy, they may  present as a complication in
the form of bowel obstruction, strangulation or perforation. Inter-
nal hernias are an uncommon cause of bowel obstruction with a
reported incidence of 0.2–0.9%.3
The oriﬁce of the internal hernia may  be a normal foramen as
(Winslow’s foramen) or an abnormal foramen as (para-duodenal,
ileocaecal and others) or a pathological one as (oriﬁce formed in a
mesentery or omentum).4
More than 50% of internal hernias reported in the literature
have been found to be paraduodenal.2 Seventy-ﬁve percent of para-
duodenal hernias occur on the left, while 25% occur on the right.
Open access under CC BY-NC-ND license.Left paraduodenal hernias originate at the fossa of Landzert which
is just lateral to the fourth segment of the duodenum and behind
the IMV  and ascending left colic artery.5 Right paraduodenal her-
nias protrude into the ascending mesocolon, involving the fossa of
BY-NC-ND license.
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Fig. 1. Rt paraduodenal Waldayer’s hernia sac.
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mig. 2. The hernial sac with gangrenous loops of the jejunum and ileum (left).
aldayer, behind the SMA  and inferior to the third portion of the
uodenum.6
The paraduodenal hernias are more common in males (M:F
atio 3:1).7 The average age at diagnosis is 38.5 years with clini-
al presentation often due to chronic intermittent post-parandial
5bdominal pain. An accurate incidence of paraduodenal hernias in
nfancy and childhood is unknown, but quite rare.8
Right-sided paraduodenal hernias are congenital disorders that
ay be related to the incomplete or absent 180◦ rotation of the
Fig. 3. The sac was  opened with viable and gangrenous contents (right).Fig. 4. Long arrow demonstrates the direction of Rt paraduodenal hernia.
embryologic midgut.9 Thus, the proximal portion of the small
bowel remains positioned to the right of the superior mesen-
teric artery and may  possibly be trapped in a peritoneal pocket
within the Waldeyer’s fossa.10 This abnormal peritoneal recess,
which is caused by a defect in the proximal jejunal mesentery, is
rare, observed in no more than 1% of the population at autopsy.11
In right-sided paraduodenal hernias, the entrapped small-bowel
loops protrude through this peritoneal recess behind the superior
mesenteric artery toward the right-sided mesocolon.
Treatment is based on reduction of the hernia and closure of
the defect with care not to injure the vessels near the hernial
sac margin.6 With internal hernias, the best course is to correct
the defects in the mesentery and the abnormalities of malrotation
when incidentally discovered.
We think this is the seventh case of Waldayer’s hernia in the last
forty years.12–15
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